product to another. We therefore recommend that patients are maintained on the same brand of phenytoin whenever this is possible and that phenytoin serum levels are checked when it is found necessary to transfer patients from one brand to another. R J S BALL Medical Information Manager Parke-Davis Research Laboratories. Southampton Negation of responsibility: a heavy price to pay? Sir, In his letter (April 1988 JRSM, p 242) Levy believes the time will come when every doctor will have to demonstrate his continuing ability to provide top class care and to question who is going to supervise?
Reassessment is too serious a matter to leave entirely to the inhabitants of academia: the world outside has different priorities and it is to be fervently hoped that an examining committee will receive a large component of input from patients and colleagues, senior and junior, both medical, nursing and lay. An academic examination alone would be as useful as a new house surgeon. Rather than the 'State of the art' treatment, as Levy-says, 'some outmoded concept now only partly valid' -but administered with experience, care and consideration -is more appreciated by patients than the latest technology unfeelingly applied. Some of us who don't attend many meetings because we give clinical commitments absolute priority have been responsible for innovations which, at the time, would have earned us demerits with the professors. I was using oral premedication 30 years ago, longbefore it became generally acceptable, and my records of that time show I routinely used a method of capnography during artificial ventilation. We, who regularly, reliably and without fuss attend the great majority of patients are inevitably the very people absent from high level discussion about the future of health care.
While I would have something to fear from 'peer review' I should not be unwelcoming to those who have a legitimate interest in my ability to perform safely, pleasantly and punctually. A GARDINER
Consultant Anaesthetist South East Kent Health District
Haematuria analysed Sir, Gillett and O'Reilly (September 1987 JRSM, p 559) have emphasized the importance of the earliest possible reporting by the patient to the doctor of any sign of haernaturia, since the presence of blood in the urine is an early symptom of a large proportion of serious and frequently life threatening conditions. Similarly, changes in faecal nature, colour, presence or absence of occult blood and so on, provide valuable clinical information in relation to the presence or absence of a variety of conditions which may be dangerous to health.
It is, therefore, very unfortunate that at least one large-selling domestic preparation devoted to the vague and not very convincing object of improved WC bowl hygiene should colour the water from the WC cistern a deep blue, so precluding to a very large extent the observation of normality or abnormality of urine or faeces. Preparations which leave a foam permanently on the surface of the water in the bowl are equally unhelpful. That potentially life-saving observation thus precluded in the interest of sustaining a very nebulous 'hygiene' advertising claim would seem to be carrying things much too far. R GORDON BOOTH
St Albans. Herts
Reversible pulmonary disease and eosinophilia associated with sulphasalazine Sir, Jordan and Cowan (April 1988 JRSM, P 233) noted resolution of their patient's pulmonary infiltrate after stopping sulphasalazine and felt the association precluded subsequent use of this drug. However, in their patient the long time interval between starting sulphasalazine and the development of pulmonary complications makes a causative link unlikely. We have a similar patient whose pulmonary changes and eosinophilia resolved spontaneously despite continuing sulphasalazine.
Our patient developed ulcerative colitis in 1982 when aged 19. She was treated intermittently with sulphasalazine until 1985 and continuously thereafter. In July '1987, when taking sulphasalazine 4 g daily and prednisolone 7.5 mg daily, she presented with a 2 week history of shortness of breath, weight loss and cough. Chest X-ray showed extensive bilateral pulmonary infiltrates. White blood cell count was 8300 of which 12% were eosinophils. Investigations including proximal and distal bronchial biopsy, washings and smear, legionella, mycoplasma and psittacosis titres showed no abnormality. SuIphasalazine was considered as a possible cause but thought unlikely because of the long time interval before presentation. The patient was continued on the same dose of both sulphasalazine and prednisolone. On no other specific treatment her symptoms settled over 3 weeks and the X-ray changes resolved over the next 3 months. By October 1987, while still on sulphasalazine 4 g daily, her chest X-ray was normal and eosinophil count 1% of 5400. Her prednisolone had been reduced to 5 mg daily and was subsequently tailed off. Six months later her chest X-ray remained clear.
This case illustrates that primary pulmonary eosinophilia may often be a self limiting condition and should not be assumed to be drug related especially when there is a long time interval between commencement of the drug and development of symptoms. P N TREWBY Memorial Hospital. Darlington C K CONNOLLY Numerical methods for decision-making in clinical c;are: where to now? Sir, Was it fortuitous that Dr Young's editorial on the above subject was printed in the same issue as the interesting paper by Wood and Keen on 'Say yes to life: a pilot study' (March 1988 JRSM, p 128 and p 152)?
Could it be that the reason why computers have not taken over clinical decision-making is that the majority of doctors say YES to life? A E HUGH North Staffordshire Royal Infirmary Stoke-on-Trent
